MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH l63:-025133
DIPAR'I'MB_'.NT OF PUBLIC HEALTH AND WELFARE — =
DO NOT WRITE AMENDED Registration District No. -__ ) e--..oPrimary Registration District No. &

ON THIS STUB . D
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a. COUNTY a. STATE b. COUNTY dmi:
MiSSISSippi Mo. MiSS. admission)
b. CITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CILY tnside Limits

©wv  Ohio Township 20 Years oW Gharieston Y O No g

1 a‘ 7 o <. FULL NAME OF (If NOT in hospital, give location} Inside Lirmits d:;f)%gs [If cutside, give location) Reside on Farm

T
204 o INSTITUTION Residence Yes X No [l Route #3 Yes ] No O
3 7 3. NAME OF DECEASED First Middis Last 4. DAJE Wonth Day Year
Zora Katherine Magee vtk June 24 s 1963
4 5 SEX &. COLOR OR RACE 7. Married I Never Married () [8. DATE OF BIRTH | ¥- AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR

5 i c Female Whlte Widowed ] Divorced [ /20/99 6.4 Months | Days Hours Min.

+ 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

STATE FILE MUMBER

VS 300
Rev. 4/59

DATE AMENDED

[Type or print)

6

dunﬁmom of w ﬂfllfe, even if retired) X
ouse Home Williamson County,iTenn,  U,S.A,
. 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN- NAME . 14. NAME OF HUSBAND OR.WIFE

Wm, Franklin Stinnett | Boland | J.W. Magee
15. WAS DECEASED EVER IN U.S. ARMED FORCES? Lﬁ%&k&e 17 Address
(Ye ar unknuwn)l ({13 yes, give war or dates of sery . .
P J.W. Magee, Bt. #3, Charlestony Mo
18. CAUSE OFPI)EATH (Enter.only one cause per line Yor (8], (5], &na {T). INTERVAL B EEN

ART 1. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) W e pinta e C-LM /
Conditions, if any, DUE TO {b) Wﬂ—m s O/L«En—f‘.‘—_,_ - . ﬂ( 5?% Lienrwr -
e

AN B
| "33 X

DOCUMENT

which gave rise to
above cause (a),
stating the under-
lying cauvse last. DUE 1O (c}

PART I1. OTHER SIGNIFICANT CONDITION{CG_NTRIBUTING TO DEATH but not related to the terminal PART IIl. If decessed wes female was
disease condition given in PART.{ there a8 pregnercy in last 90 dsys.

y m ) . 7 | O Yes Lﬁ Noc I [ Urknown
-19. WAS AUTOPSY | 20a. IDENT  SUICIDE HOM &) 1DE MW INJURY OCCURRED, (Enter nature of.injury in PART | or PART 1) of item 18.)
O a “ T :

' PERFORMED?

JYES[O NOQR
20c. TIME OF Hou Month, Day; Yeor

INJURY am.”~ - Kal
p.m.

L D 20e. PLACE OF INJURY (e.g,, in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
zod, wi-JtllJLREYA?c\EJ’%'I‘!RKED farm, factoty, street, office bidg., etc.}
NOT WHILE AT WORK [J
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: MEDié:AL CERTIFICATION

6 -/Y - é 3 6'2%-43 and 1ast uwmnliwnn 6 -'/’L &3

6 H ‘30 An. m on the date stated above, and to the best of my knowledge, from the causes stated.

i

0. b ded the d d from

Death occurred at

USE BLACK INK

{Degree or title) 22b, ADDRESS- Z2c, DATE SIGNED -

iy 2720y 2 (Fsi oo e | fors®

Z3s. BURIAL, CREMATION, | 23b, DATE Tac. NAME OF CEMETERY OR CREMATORY Z3d. LOCATION {City, town, or county) (Stotm)
REMOVAL (Specify)

Burla 6/26/6'3 ADDRESS 25, DATE RECD- BY LoCAL‘E'C%a 26. REGISTRAR'S § UR

24. FUNERAL DIRECTOR

McMikle, Charlestong Missouri o-Rlo o3 L /g/VﬂZﬂJ’W

¥

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

{Licensad Embalmar's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by - Student Embalmer No.

working under my personal supervision.

Student ' Signed Q AA R - ! ; - M
Signnture of Student Embalmer U ' .
I Licensed Embalmer No: S/ é‘ 7

: PO Address Q M&%ﬁﬁd,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). ‘

if embalmed by-a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




